Stroke in the very old: clinical presentations and outcomes
SIR-The number of people aged 80 and above is growing faster than any other age group. In 2006, people aged 80 and over were approximately 19% of the population in developed countries and around 10% in developing countries. In 2050, these figures are projected to be 29 and 18% in developed and developing countries respectively [1] . The octogenarian population has an average annual growth rate twice as high as the growth rate of the population group of over 60 years of age. Stroke will unavoidably be a major problem of this age as one-third of incidence is in this group [2] . In the UK, about 130,000 people suffer a stroke each year, almost 80% of the cases occur over the age of 65, and nearly half the strokes occur over the age of 75 [3] . Although the Oxford Vascular Study showed a decrease in the incidence of firstever stroke by 40% over 20 years from 1981-84 to 2002-04, which means the drop of stroke incidence to approximately 88,000 patients per year, the overall incidence in patients aged ≥85 did not significantly change compared to the change of incidence in the younger patients [4, 5] . Moreover, the incidence rate in patients aged ≥85 was 12 times higher than the younger (16.36 versus 1.33 per 1,000 per year). Stroke in the very old (age ≥80 years) might be different from younger patients. The aim of this study was to investigate and compare demographics, risk factors, clinical presentations and clinical outcomes in two groups of patients with stroke, those aged 80 and over and those younger than 80 years.
Method
Data were collected prospectively from all patients with a confirmed diagnosis of acute stroke admitted to the Acute Stroke Unit (ASU), John Radcliffe Hospital, Oxford, between July 2006 and March 2007. The patient characteristics, clinical presentations, clinical outcomes and discharge destination were all collected. The data were compared between two age groups, less than 80 years and above 80 years of age. The National Institute of Health Stroke Scale (NIHSS) was calculated from the qualitatively recorded neurological examination in patients whose NIHSS were not measured quantitatively. Use of an estimated NIHSS has been shown to have a high degree of reliability and validity [6] .
Results
There were 178 ischaemic strokes, 22 haemorrhagic strokes and 14 transient ischaemic attacks. There were 111 patients aged <80 with the mean age of 66.9 (±11.8) years, and 103 patients aged ≥80 with the mean age of 85.2 (±4.3) years. Females comprised 66 out of 103 in the very old, and 47 out of 111 in the counterpart (P = 0.001). The very old were more likely to have a higher pre-morbid modified Rankin Score (mRS 2-5) (59.2% versus 21.6%, P<0.0005), tended to live alone (47.6% versus 35.1%, P = 0.065), had more frequent history of hypertension (64.1% versus 50.5%, P = 0.044), and were less likely to currently drink alcohol (4.9% versus 14.4%, P = 0.019) or smoke (2.9% versus 11.7%, P = 0.014). For patients with known onset of stroke (69 patients in the very old, and 76 patients in the other), the very old presented to the hospital later (265 versus 105 min; P<0.0005). Twelve of the total 214 patients developed stroke while they were in hospital and were not included in analysis of time to presentation. Patient characteristics are summarised in Table 1 .
The very old presented to the hospital more frequently with falls (14.4 versus 32%, P = 0.002), reduced mobility (0.9 versus 6.8%, P = 0.030) and less frequently with sensory symptoms (6.3 versus 0%, P = 0.015). Chief complaints and clinical findings are shown in Table 2 . The median estimated NIHSS was 7 in patients aged under 80 and 8 in the very old (P = 0.376). Time from hospital arrival to CT scan tended to be longer in the very old (395 versus 205 min, P = 0.132), and thrombolysis tended to be utilised less in the very old (5.8 versus 9.0%, P = 0.376).
The very old were discharged home less often (61.3 versus 45.6%, P = 0.022), had higher in-hospital mortality (7.2 versus 17.5%, P = 0.022) and were less likely to be independent at discharge (50.5 versus 27.2%, P<0.005). 
Discussion
Strokes in the very old have a different clinical picture upon presentation to the hospital. More very old patients were female, had hypertension, had poor pre-morbid mRS, reported less drinking and smoking, presented to hospital later and presented with atypical clinical manifestations such as falls and reduced mobility. Possible explanations for late presentation to the hospital could be from non-recognition of stroke symptoms by physicians and other healthcare providers due to atypical presentation and living status. In this study, 47.6% of the very old lived alone compared to 35.1% in the younger counterpart. The percentage of the elderly living alone is 19 and 39% for men and women in developed countries, respectively, and 5 and 9% in developing countries [1] . These figures were projected to markedly increase in the future and have the potential to impact on the time of presentation and long-term care of the stroke patients.
In terms of service provided, the very old tended to have a CT head scan slightly later (395 versus 205 min) and less received thrombolysis (6 versus 10 patients). The main reason for a lower rate of thrombolysis in the very old in this study is because the very old were less likely to fit eligible criteria. For example, patients had extensive pre-existing white-matter disease, poor pre-morbid mRS and cognitive impairment of which the risk of thrombolysis outweighed the benefit. Moreover, evidence-based treatment regarding thrombolysis in patients aged 80 and above still requires randomised controlled trials. Evidence might be provided by the results of the MRC Third International Stroke Trial (IST-3) as a consequence of there being no upper age limit in this trial [7] .
A systematic review regarding stroke thrombolysis in the very old showed that if patients received thrombolysis, the likelihood for symptomatic intracerebral haemorrhage was similar in patients aged under and over 80 years of age [8] . However, the studies of thrombolysis in the very old have not been randomised controlled trials, hence the implementation of results should be done very cautiously. At least, however, most of the study results do not advise against the use of thrombolysis in octogenarian stroke.
How can the results of this study be implemented? Is there anything modifiable? Increasing the awareness of the public, physicians and other healthcare providers of atypical presentations of stroke in the very old, strategies to shorten the time to hospital arrival and time from arrival to CT head scan, and more studies on thrombolysis in the very old have the potential to change stroke outcomes in this group of patients.
Key points
Patients 80 years or older: • Were more commonly female, lived alone, had a poor pre-morbid mRS, and were hypertensive. • Were more likely to present to hospital late, presented with falls and reduced mobility. • Had a higher in-hospital mortality and were less likely to be discharged home with independent status. 
'Do you feel that your life is empty?' The clinical utility of a one-off question for detecting depression in elderly care home residents
SIR-There is a high prevalence of depression in the elderly living in residential care homes (6-11% for major depression and 30% for depressive symptoms) [1, 2] . The National Institute for Health and Clinical Excellence (NICE) recommends the use of ultra-short questions as a screening method for depression [3] . The Geriatric Depression Scale (GDS) is effective in screening for depression in the elderly [4]. Shorter versions have been designed for use in primary care, medical ward and residential care settings [5] [6] [7] [8] . D'Ath et al. found the question 'Do you feel that your life is empty?' to be the best question of the GDS-15 when screening for depression in elderly primary care patients (sensitivity of 59% and specificity of 75%) [5] . Lack of recognition of depression by care home staff is a major obstacle to the provision of adequate treatment [9]. However, detecting depression in a population with a high prevalence of dementia is difficult. For example, the full GDS was found not to be particularly sensitive in a sample with severe cognitive impairment [8] . The Cornell Scale for depression in dementia (CSDD) [10] is validated in this population, but can be difficult to complete as it requires the observer-rater to score the older person on items relating to his/her well-being during the previous 2-week period.
We decided to determine the utility of the single question 'Do you feel that your life is empty?' as a predictor of depression in a sample of care home residents with a high prevalence of dementia by comparing the result to the CSDD score.
